Introduction
The stigma associated with mental illness can be broadly conceptualised as problems related to knowledge (contributing to ignorance or misinformation), attitudes (contributing to prejudice) and behaviour (contributing to discrimination; Thornicroft et al., 2007) . Ignorance, prejudice and discrimination can have far-reaching consequences for people with mental health problems by limiting or precluding opportunities to engage in social relationships (Webber et al., 2014) , fulfil educational goals or pursue meaningful work (Brouwers et al., 2016) , and receive appropriate healthcare (Corrigan, 2004) . Difficulties arising from stigma can carry substantial economic costs for people with mental health problems (Evans-Lacko et al., 2015; Evans-Lacko et al., 2013) , which further entrenches population inequalities (Hatzenbuehler et al., 2013) and exacerbates the public health impact of mental illness. There is thus an urgent need to find effective ways of reducing mental health-related stigma.
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Research is increasingly focusing on the role of anti-stigma interventions in addressing problems of knowledge, attitudes and behaviour within populations or specific target groups.
Evidence suggests that interventions consistently produce short-term improvements in attitudes, but less often achieve positive changes in knowledge (Thornicroft et al., 2016) . Education-and contact-based approaches appear to be the most effective types of intervention (Corrigan et al., 2012) , however, there is little evidence for the long-term effectiveness of most initiatives, and very few incorporate measures of behaviour change into their evaluations (Thornicroft et al., 2016) . This is problematic because improvements in knowledge and attitudes may not necessarily translate into reductions in discrimination. Without measuring actual behaviour (as opposed to intended behaviour), the effectiveness of anti-stigma interventions upon the day-to-day lives of people with mental health problems remains unclear.
One intervention that has assessed long-term changes in stigmatising knowledge, attitudes and behaviours is England's Time to Change (TTC) programme (Henderson et al., 2016; Henderson and Thornicroft, 2013) . Launched in 2008, TTC combines social marketing to the general public, local initiatives promoting contact with people with mental health problems, education programmes for employers, medical students and teachers, and small-scale anti-discrimination projects in a multifaceted, multi-level approach to stigma reduction (Henderson and Thornicroft, 2009 ).
Comprehensive, long-term evaluations of the TTC programme have included annual surveys of both the English public, using the Attitudes to Mental Illness survey, and mental health service users, using the Viewpoint survey to measure discriminatory behaviour towards people receiving treatment for a diagnosed mental illness. Analyses suggest that TTC has improved knowledge, attitudes and reported contact with people with mental health problems (Henderson et al., 2016) and reduced social distance and discrimination Henderson et al., 2016) . Despite these positive outcomes, service users have not perceived greater support from social groups such as friends, family, employers or healthcare staff .
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The importance of assessing a range of different behaviours towards people with mental health problems is illustrated by a recent Australian national survey which explored experiences of avoidance, discrimination and positive treatment. A representative sample of 5220 participants, including 1381 people with an in-scope mental health problem and 2703 who reported knowing an adult with a mental health problem in the previous 12 months, were interviewed about their experiences and behaviours (Reavley and Jorm, 2015) . Although people with mental health problems most often reported positive treatment from friends, family, employers, educators and healthcare professionals, substantial minorities had experienced avoidance by family and friends (Morgan et al., 2017) , and discrimination in work and healthcare settings (Morgan et al., 2016; Reavley et al., 2016) . Self-reported behaviour from participants who had interacted with someone with a mental health problem indicated that 73.0% reported treating the person more positively, 19.9% mentioned avoiding the person and 4.7% disclosed discrimination (Reavley et al., 2017) . The results of this research imply that only measuring knowledge, attitudes, contact and/or discriminatory behaviours in evaluations of stigma reduction initiatives may omit important findings related to positive treatment, or underestimate the magnitude and direction of effects on behaviour. Decreases in discriminatory behaviour and increases in positive or supportive actions should both be priorities of anti-stigma interventions, and measures of both should be included in programme evaluations to accurately gauge success (Corrigan and Shapiro, 2010) . TTC evaluations to date have quantified the amount of reported and intended contact with people with mental health problems, but have not explored the quality of these interactions. To address this limitation, the 2017 Attitudes to Mental Illness survey included questions pertaining to the public's awareness and treatment of people with mental health problems. These were added to better understand people's perceptions and behaviour, and establish a baseline from which to assess subsequent behavioural changes. This paper therefore reports on findings from the 2017
Attitudes to Mental Illness survey that relate to participants' personal experiences of knowing someone with a mental health problem. It aims to: a) describe how participants perceive people
with mental health problems to be treated by others in particular areas of their lives; b) describe how members of the UK public characterise their treatment of people with mental health problems (as avoidance, discrimination or positive treatment); and c) explore whether knowledge, attitudes, intended contact or reported contact are associated with avoidance, discrimination or positive treatment.
Methods

Data source
The 2017 Attitudes to Mental Illness Survey was conducted by the social research agency Kantar TNS as part of an Omnibus Survey associated with the evaluation of the TTC programme.
Although these surveys have been conducted annually since 2008, 2017 was the first year in which questions on respondents' experiences with people with mental health problems were included. As in previous years, the 2017 survey employed a quota sample, with interview locations within the sampling frame of England selected using a random location methodology. Data from the UK Census small area statistics and the Postcode Address File were used to define interview locations. These were stratified by Government Office Region and social status, and checked to ensure their representativeness by an urban and rural classification. Each week, blocks containing approximately 150 addresses were sampled from interview locations within the Postcode Address File and issued to interviewers. Interview quotas were set by gender, working status and presence of children in the household to ensure a balanced sample of adults within contacted addresses. Participants were eligible to be interviewed if they resided in a private dwelling, were aged 16 and over and provided informed consent to be interviewed.
A nationally representative sample of 1720 respondents were interviewed in December 2016. Trained Kantar TNS interviewers conducted face-to-face interviews in English in participants' homes using computer-assisted personal interviewing. Interviews were conducted in the afternoons and evenings, and on weekends. One person per household was interviewed, based on whether A C C E P T E D M A N U S C R I P T 7 they met the eligibility criteria and overall progress towards achieving the prespecified interview quotas. Interviewers were instructed to leave three doors between each successful interview.
Further details on the survey methodology, and the full interview schedule, can be found in the TNS BMRB 2014 report (TNS BMRB, 2015) . As this research involves secondary analysis of an anonymised dataset, it is classified as exempt from ethics approval by the King's College London's Psychiatry, Nursing and Midwifery Research Ethics Subcommittee.
Measures
Respondents' knowledge of mental health was measured by the Mental Health Knowledge Schedule (MAKS; Evans-Lacko et al., 2010) . The instrument consists of six statements related to helpseeking, recognition of mental illness, support, employment, treatment and recovery, and six questions about whether respondents consider particular conditions to be mental illnesses.
Respondents rated their agreement with each item on a scale from 1 ('agree strongly') to 5 ('disagree strongly'). Total scores are calculated such that higher values reflect greater knowledge. A
To assess awareness of the TTC programme, participants were shown material from all of TTC's promotional activities and asked whether they had seen any of it and, if so, how many times.
Participants' demographic information, including age, gender, ethnicity and socioeconomic status, was collected last.
Statistical analysis
Descriptive statistics and percent frequencies were calculated, with respondents' gender, age and ethnicity weighted using data from the UK Government's Office for National Statistics (www.ons.gov.uk) to adjust for differences between the survey sample and the population of England. Responses to the avoidance, unfair treatment (discrimination) and positive treatment questions were dichotomised into 'yes' and 'no' for subsequent analyses. Similarly, campaign awareness was dichotomised into 'none' and 'any ' Chi-squared tests assessed whether TTC campaign awareness was associated with avoidance, discrimination or positive treatment. Logistic regressions explored whether participants' knowledge (measured by total score on the first six items of the MAKS), attitudes (measured by total score on the CAMI) and reported and intended behaviour (measured by the two scales of the RIBS, with reported contact dichotomised into 'none' and 'any' contact) were associated with avoidance, discrimination and positive treatment of people with mental health problems. Each regression controlled for respondents' gender, age, ethnicity and socioeconomic status. Statistical tests were performed on total scores or subscales, rather than individual items, to avoid inflating the Type I error rate. Open-ended responses to the questions of why the respondent avoided the person, and what happened in instances of unfair or positive treatment, were analysed via content analysis, using the same coding systems developed by Reavley and colleagues (Reavley et al., 2017) . All responses were initially coded by Kantar TNS, and then independently checked against the relevant coding system by one author (A.R.). Discrepancies were resolved through discussion with other authors (E.R. and C.H.). Some categories from the existing coding systems were not used, and no new codes were required.
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Results
As the survey involved a quota sample, it was not possible to determine a response rate. On average, 12 interviews were achieved per interview location. A
Twenty-two respondents (5.1%) reported that they had avoided the person, or anyone else, because of their mental health problems in the previous 12 months. Nine participants (2.1%) reported that they had treated the person or someone else unfairly. These very low response rates precluded any in-depth analysis of the open-ended questions associated with these questions, although the more common reasons for avoidance appeared to relate to difficulty managing or tolerating the person's symptoms or behaviour, and concern that the person was dangerous or aggressive. In contrast, 244 respondents (58.1%) reported treating people with mental health problems more positively. The main types of positive treatment reported included: emotional support, such as maintaining or increasing contact, listening more, and being more empathetic, sympathetic, positive or encouraging; offering information and advice; and practical support such as helping with appointments, assisting with errands or household tasks, and having the person stay over.
Chi-squared tests to assess whether TTC campaign awareness was associated with respondents avoiding the person, treating them unfairly, or treating them more positively were all non-significant at the p < 0.05 level. The power of the test to detect significant differences is likely affected by the small numbers of people endorsing avoidance and unfair treatment, and so these results should be interpreted as tentative. This is also the case for the results of the logistic regressions exploring associations between knowledge, attitudes and contact. Table 3 Approximately 30% of the sample reported knowing someone with a mental health problem in the preceding 12 months. This proportion is smaller than that reported in the Australian national survey sample, where 51.0% of participants knew of another person's mental health problem (Reavley and Jorm, 2015) . This difference may be due to different data collection methods: unlike the Attitudes to Mental Illness survey, the Australian research used telephone interviews, which could offer participants an increased sense of anonymity and facilitate mental health-related disclosures. It is also possible that levels of awareness of others' mental health problems differ between the two countries. Several factors may influence awareness, including whether and to whom the problem is disclosed (Henderson et al., 2017) , and the ability to recognise a developing mental disorder (Jorm, 2012) . In this research, 51.6% of respondents were told of the problem by depression can be an important source of both support and discrimination (Lasalvia et al., 2013) , which may reflect differences in how particular actions are interpreted or responded to at any given time. Individuals who have themselves experienced mental illness may also interpret others' actions towards someone they know as more or less discriminatory, based on their own experiences. Future research could explore how various behaviours are perceived by different groups, such as people with mental health problems, families, employers and healthcare staff, and the results used to inform anti-stigma efforts that aim to reduce discrimination or increase positive treatment.
Self-reported rates of avoidance and discrimination in this survey were lower than anticipated, based on data from Australia (Reavley et al., 2017) , and evidence that up to 61% of
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14 mental health service users report being shunned or discriminated against .
Social desirability may have influenced responses to these questions, with participants less willing to disclose their own avoidant or discriminatory actions. Henderson and colleagues (2012) found a greater prevalence of socially desirable responses when assessing contact with people with mental health problems in face to face interviews compared to online surveys. As this survey collected data in face to face interviews, future iterations could consider using methodologies that confer greater anonymity, such as online questionnaires or telephone interviews, to reduce participants' reluctance to report avoidance and discrimination and potentially elicit more accurate figures.
The small numbers of respondents reporting avoidance and discrimination prevented robust statistical analyses of predictors of these actions. However, the logistic regression results appear to indicate that less stigmatising attitudes are associated with reduced avoidance and discrimination, while greater knowledge and reported contact are associated with positive treatment. Although causality cannot be established from these cross-sectional data, it is possible that attitudes and knowledge have different effects on behaviour: more tolerant attitudes may mean people refrain from discriminatory behaviour, while accurate knowledge about mental health problems may facilitate the provision of appropriate support. Anti-stigma campaigns could therefore elicit less discrimination, or more positive treatment, depending on which aspect of stigma they target. As most stigma reduction strategies only assess changes in knowledge and attitudes (Thornicroft et al., 2016) , and rarely assess changes in behaviour, particularly positive treatment (Corrigan and Shapiro, 2010; Thornicroft et al., 2007) , the range of benefits that anti-stigma interventions could produce is currently unclear. Interestingly, in this research, the relationship between campaign awareness and positive treatment was non-significant. However, trends from the contingency table indicated that campaign-aware respondents tended to treat the person they knew more positively compared to respondents who were not campaign aware (data available from the authors). 
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This research provides useful baseline data for future evaluations of the TTC programme, particularly with regards to assessing its impact on rates of perceived and actual discrimination and positive treatment. Evaluations of TTC find that it has positive effects on knowledge, attitudes, social distance and reported contact (Henderson et al., 2016) . However, further research is needed to better understand which components of the programme are most effective at reducing stigma and how they act to produce behavioural change. Future studies could replicate the results of this research to determine their validity and reliability, and investigate which types of messages or interventions contribute to the reduction of discrimination and the promotion of supportive actions.
Both outcomes are likely to lead to meaningful improvements in the lives of people with mental health problems. 
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